itman, S. B., et al (2009). e effect of citalopram in mpulsive disorder: a ranplacebo-controlled study )linical P sychiatry, 7 0(7), ;e of intravenous clomipive compulsive disorder. iatry, 34,85 3-859. /. D., Steiner, M. (1993, comparison 
termed PTSD in the third edition (APA, 1980 (b) at,oidance symptoms (e.g., not wanting to talk about the trauma, avoidance of reminders of the trauma); (c) negative alterations in cognitions and mood (e.g., distorted self-blame, estrangement from others, diminished interest in activities), and (d) aLterations in arousal and reactivity (e.g., sleep problems, anger, exaggerated startle response).
Additionally, the dissociative subtype of PTSD identifies symptoms such as feeling detached from one's mind or body and experiences in which tlie world seems unreal, dreamlike, or distorted. Persistence of symptoms for over a month and marked decline in furrctioning are also required. DSM-i PTSD differs from DSM-IV-R PTSD primarily in the following ways: (a) the definition of "trauma" now includes the phrase "or sexual violence," and there is no longer a requirement for "intense fear, helplessness, or horror" and (b) a new symptom cluster has Citation: Najavits, L. M. & Anderson, M.L. (2015) . Psychosocial treatments for posttraumatic stress disorder. Chapter 18 in A Guide to Treatments that Work (4th edition), P.E. Nathan and J.M. Gorman, Editors. Oxford University Press: New York. p. 571-592. been added: "negative thoughts and mood." The 12-month prevalence rate of PTSD in the U.S. population is estimated at3.5% and lifetime prevalence at 6.8% (Kessler et al., 2005a (Kessler et al., ,2005b . Global data suggest ihat similar rates of PTSD are also observed in countries outside of the United States (Kessler et al., 2009 ).
Most people with PTSD have one or more co-occurring psychiatric diagnoses, including disorclers of mood, substance use, anxiety, and personality (Kessler, Sonnega, Bronet, Hughes, & Nelson, 1995) . Subjectively, the experience of PTSD is described as a devastating loss that "shatters assumptions" about oneself, others, the future, and the world (Janoff-Bulman, 1992) and that affects perceptions of safety, trust, power, esteem, and intimacy (McCann & Pearlman, 1990) . A broad literature on PTSD exists within tl.re professional field and also in literature (e.g., Frankl, 1963;  Morrison, 1987; Wiesel, 1960) Historically, description of trauma arose in relation to combat, from ancient literature (the Iliad) througl.r later history, with terms such as soldier's heart dving the -Arrnerican Civil War, shell shock during World War I, and other terms such as combat neurosis and war hysteia (Weisaeth, 2002) . In 1895, Freud and Breuer proposed that trauma could lead to mental disorder, an idea radical for its time (Wilson, 1994) . After the Vietnam War, PTSD rvas formally named in the DSM-I/I (APA, 1980 Child-Parent Psychotherapy (Lieberman, Van Horn, & Ippen, 2005) and Trauma-Focused CBT (Cohen, Mannarino, & Iyengar, 2011). . Studies (Kip et al., 2013 (Solomon & Johnson, 2002) . There is a strong focus on cognitive restructuring to address overly generalized beliefs ("the world is unsafe") and overly cor-rstricted beliefs ("it's all my fault"). The clier.rt typically writes a trauma narrative as homework outside of the therapy session.
In RCTs of CPT, it has outperformed minimal attention (Resick, (Resick et al., 2002) . When CPT was studied in relation to Person-Centered Therapy, a present-focused model, it outperformed the latter on self-reported but not clinician-assessed PTSD symptoms (Suris, Link-Malcolm, Chard, Ahn, & North, 2013) . For a review, see Koucky, Dickstein, and Chard (2013) .
Emotional F reedom Techniques
The Emotional Freedom Techniques approach (Craig, 1999) In EMDR therapy (Shapiro, 1995) Robjant and Fazel (2010 (Miyahira et aL.,2012 (Ehlers et al., 2003) , and Emotion-Focused Supportive Therapy (Ehlers et al., 2014) . It has also outperlormed a number of rninimal control conditions, including assessment only (Ehlers et al., 2003) and waitlist (Ehlers et al., 2005 (Ehlers et al., , 2014 .
Seeking Safety
Seeking Safety was designed to treat comorbid PTSD and SUD (Najavits, 2002 and self-statements affirming that taking responsibility for recovering from intense emotions is crucial not only to one's personal well-being but also to Making a positive contribution to primary reiationships and the community" (Ford, Steinberg, & Zhang, 20ll (Mills et al ' 2012) . COPtr is a modified version of Concurrent Treatment ol PTSD and Cocaine Dependence (Back, Dansky, Carroll, Foa, & Brady, 2001) . h a recent RCT, both COPE and TAU reduced PTSD and SUD symptoms among clients with comorbid PTSD/SUD at end of treatment, with no difference behveen them (Mills et al., 2012 (DBTPTSD) is an adaptation of DBT, an evidence-based treatment for borderline personality disorder that does not target trauma and has shown lin'rited effects on PTSD (Harned et al., 2008) . DB'IIPTSD was developed to (1) In an RCT, STAIR/Exposure has outperformed minimal attention waitlist (Cloitre et al., 2002). Compared to active, phase-based treatments, it has outperformed supportive counseiing followed by exposure tl.rerapy and performed equivalent to STAIR followecl by supportive connseling (ratl.rer than exposure) (Cloitre et al., 2010) . For additional discussion of STAIR/Exposure, see Landes and colleagues (2013 (Herman, 1992) . Indeed, some clients and clinicians believe that the "real work" in PTSD treatment is past-focused, rvith present-focused rvork merely a precursor or adjunct. In fact, both presentand past-focused PTSD models produce positive oul comes, neither outperforms tl're other, and both are superior, overall, to control conditions such as rvai! list and TAU. Thus, client preferences and clinician training should become the ultimate determinant of u&ich model to choose lrom arnong the various n.rodels. Indeed, a recent meta-analysis of PTSD trear ments used a novel approach by addressing complexif of the client population as a moderator (Gerger, Munder, & Barth, 2014). Their conclusion was tl.rat specific PTSD treatrrents (which largely have been past-focused) are the preferential treatment only for clients rvith less conplex clinical problems. For clients with greater compiexity, both specific and nonspecific treatments (e.g., present-focused models such as relaxation and supportive counseling) are equally recommended.
C ombination of Treatment Approaches
Combining effective treatments is intuitively apPealing, but research ir.rclicates that it is not needed.
Various studies have comparecl combinations of effective treatments (e.g., Prolonged Exposure plus Stress Inoculatior.r Training or Cognitive Therapy), but the con-rbinecl treatment typically shorvs no greater efficacy then either treatment alone (Bryant et al., 2003; Foa et al., 1991 Foa et al., , 1999 Foa et al., ,2005 Glynn et al.,1999 ; :rator (Gerger, Similarly, cognitive or skills models without an exposure component show no difference from those with an exposure component (Cloitre et al., 2010 ; see also the dismantling study by Resick et al., 2008) In sum, both exposure and cognitive therapy components produce positive outcomes but do not appear to enhance lreatment effects r,vhen cornbined. One exception is a study tl.rat reported better PTSD outcornes for a combination of imaginal exposure, in vivo exposure, and cognitil.e restmcturing compared to exposure alone (Bryant et al., 2008 (Bisson et al., 2013 
